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: Observation of the environment services
director's office on 4/27/10 at 7:21 p.m. revealed

AND PLAN OF SURRECTEN | IDENTIFIGATION NUMBER: A BULDING 01 - MAIN BUILDING 01
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N 832 1200-8-6-.08(2) Building Standards N 832 N 232 ‘ Sfitfio
i (2) The condition of the physical ptant and the |
. gujerall nursing home en\.ﬁrgnment must be 1) WHAT i
" developed and maintained in such a manner that CORRECTIVE !
the safety and well-being of residents are ACTION WILL BE i
| assured. ACCOMPLISHED !
" FOR THOSE
= RESIDENTS FOUND
oyt : . TO BE AFFECTED
This Rule Is not met as evidenced by: BY THE DEFICENT
Based on observations it was determined the PRACTICE?
facility failed to maintair the physical '
. environment.
| On 5/11/10
I The findings included: Maintenance Director

and Staff cleaned all
loose paint and

the ceiling had mold and water damage. repaired water
Tennessee department of Health 1200-8-6-.08(2) damaged areas and
L _ : repainted affected
: This finding was acknowledged by the area in the
Administrator and verified by the Maintenance Envi tal
Supervisor at the exit conference on 4/27/10. mviropmental
Services Director's
Office.
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N 833 1200-8-6-.08(2) Building Standards i NEs2 | 2) HOW WILL YOU |
. - ] IDENTIFY OTHER :
(2) The condition of the physical piant and the RESIDENTS
overall nursing home e_enqunment must be HAVINGTHE .
developed and maintained in such & manner that POTENTIAL TO BE
the safety and weli-being of residents are
assured. AFFECTED BY THE
SAME DEFICIENT
PRACTICE? ]
Maintenance Director
'é‘his ?ule iz not n‘;}et as Eevfdez;crted by - and Staff will
ased on cbservations it was determined the inel stor all
facility failed to maintain the physical routinely monitor ol
environment. areas of the physic
plant to ensure the
| The findings included: overall nursing home
_ _ . gnvironment is
Observation of the environment services maintained
director's office on 4/27/10 at 7:21 p.m. revealed '
the ceiling had mold and water damage. :
Tennessee department of Health 1200-8-6-.08(2) 3) WHAT MEASURES
WILL BE PUT
;tgis _ﬂl_'IC{ in gt; was dacknfc;w{ljegg?ﬁ bgrﬂ tk_;e INTQ PLACE OR
! Administrator and verified by the Mainienance WHAT CHANGES
i Supervisor at the exit conference on 4/27/10.
P ‘ WILL YOU MAKE
TO ENSURE THAT
THE BEFICIENT
PRACTICE DOES
NOT RECUR?
Maintenance Director
and staff will
routinely monitor all
areas of the physical
plant to ensure the
overall nursing home
environment is
properly maintained.
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f DEFICIENGY)
N 832 1200-8-6-.08(2) Building Standards } N 83z 4) HOW THE
; l CORRECTIVE
i (2) The condition of the physical plant and the ACTICON(S) WILL
overall nursing home environment must be ONITORED
developed and maintained in such a manner that BE M
the safety and well-being of residents are TO ENSURE THE
assured. DEFICIENT
| PRACTICE WILL
NOT RECUR?
! This Rule is not met as evidenced by: . .
Based on observations it was determined the Maintenance Director
facility failed to maintain the physical with cooperation of
environment. all departments will
The findings included: continue to monitor
and all departments
Observation of the environment services will report any '
director's office on 4/27/10 at 7:21 p.m. revealzd conditions of the
the ceiling had mold and water damage. i 1
- physical plant to
Tennessee department of Health 1200-8-6-.08(2) ensure the safety and
This finding was acknowledged by the well being of
Administrator and verifiad by the Maintenance residents.
Supervisor at the exit conference on 4/27/10.
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